• the effect on physicians who had performed euthanasia or PAS.
The study found that approximately 16 percent of those interviewed had participated in euthanasia or PAS. The safeguards referred to in the study were those usually required in the Netherlands, which advocates in the United States have generally endorsed. The authors cite the following as the safeguards:
• the patient must be terminally ill;
• the patient must be competent and must initiate and repeat the request for euthanasia;
• the patient must be experiencing severe pain and/or suffering; and
• the patient must be evaluated by another physician, possibly a psychiatrist.
In addition, there are several suggested secondary safeguards that are generally employed. These include the following:
• optimal pain and palliative care have been provided;
• the patient and physician have a long-standing relationship; and
• the patient's family has been informed and supports the decision.
The study found that, of 38 cases that actually fit the criteria for euthanasia or PAS, the patient had not initiated the request in a number of instances and in two cases the patient was actually unconscious. Moreover, in only 15 of the 38 cases did the oncologist discuss the request with another physician. In 10 instances, the decision was not discussed with the family. For those of us involved in hospice programs, it is particularly important to note that only 15 of the 38 patients were in hospice care.
Such findings are among the factors that make many reluctant to endorse the practices of euthanasia and PAS. All of us in hospice are well aware of the ongoing debate and legal procedures being employed in the arguments to allow PAS. It is a legitimate debate that brings many down on opposing sides of the argument. Nevertheless, even those who are supportive of PAS recognize the importance of clearly defined guidelines that must be followed to safeguard the patient and the physician. Unfortunately, this study shows that such guidelines are not always followed. If PAS is, at some time, to become an acceptable practice-and that is certainly a debatable point-there must be assurances that all guidelines will be adhered to, so that no patient, family, or physician ever has to question the actions taken.
A second significant part of the study examined the effect participating in euthanasia or PAS had on physicians. Slightly over half the oncologists in this study felt comfort in the fact they had helped a patient end his or her life in the way s/he wished. However, one fourth regretted their role in the euthanasia or PAS. This latter group expressed varied thoughtsfrom having played God, to feeling the patient might have benefited by living through to the end. In some instances, the regrets and conflicts were so great, some oncologists said they would avoid future situations that could lead to such a request. In one case, the effect was great enough that the physician moved to a small town. Many expressed the fear of possible prosecution for their participation.
All too often, debates over euthanasia and PAS ignore the impact on the physician. We have not evaluated, in any significant way, the effect on the physician who assists with euthanasia or performs PAS. This study, although small in number, alerts us to the dangers that may lie ahead.
One additional finding of the study was of interest. Even among oncologists, there was confusion about what constituted euthanasia and what constituted PAS. This is a particularly significant issue, because, with the probable impending legalization of PAS, many physicians may step over the line and perform euthanasia, which goes beyond the meaning of the laws at issue.
The debate over these issues will not go away. Often, we see individuals insisting on their "right to die"-and to have help in the process. And in some states, the voters have spoken. The genie is out of the bottle and we may not be able to replace the stopper. Nevertheless, that does not necessarily mean we are helpless to reduce the number of patients who would request or desire euthanasia or PAS.
In hospice, we recognize the need to provide good, effective palliative care and to provide the necessary medication not just to end pain but to prevent it. But we must recognize that all oncologists and physicians are not involved in hospice programs. The oncologists in the study indicated they had provided optimal pain and palliative care to their patients. Yet all of us are aware that many physicians are still reluctant to provide adequate pain medication and their evaluation as to what is adequate may not be the reality. Thus, patients are often forced to suffer needless pain. If we provide effective care and pain control, I believe far fewer patients will look to euthanasia or PAS. Still, that is not enough.
We are also well aware that effective treatment for the terminally ill is interdisciplinary. If we do not meet the psychosocial needs of our patients, as well as their physical needs, requests for help in dying will persist. It is disturbing that less than 40 percent of the patients in this study were in hospice care. It would appear they were all appropriate for hospice referral: All had been diagnosed as terminal with less than six months to live. Why then, was such a large percentage not receiving hospice care? Where is our system failing these patients?
As a psychologist, I believe providing effective counseling for the patient and the family during the terminal process is critical. We do a good job on the medical care front with our physicians and nurses. Yet often we provide only the minimal support from the social worker. A hospice may have many nurses on staff, but often there is only one social worker and one chaplain for all the patients and families for whom we care. Is this sufficient? If we could go further, providing more psychosocial support, would fewer patients want to die sooner than necessary? If patients saw their families coping better, would they resist euthanasia?
Hospice has come a long way and offers much in terms of palliative care to our patients. But there are still far too many who never receive hospice care or only receive it at the very end of the dying process. We have much to do to show the value of hospice to all physicians. And we have much to do to ensure that we provide not only the best medical care possible at the end of life but that we meet all the needs of the patient and family.
I do not believe anyone in hospice is so naive as to believe we will never see patients request euthanasia or PAS. But if we do our job right and fully, there should be far fewer instances of being placed in this difficult moral dilemma for the physician, patient, or family.
